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HERPES SIMPLEX AFFECTING THE PALPEBRAL 
AND BULBAR CONJUNCTIVA, SIMULATING 
LUES. 


By SAMUEL Horton Brown, M.D., 
PHILADELPHIA, PA? 


Herpetiform conditions of ocular structures are not very fre- 
quent, as a rule, and mostly are situated upon the cornea, in the 
form of ulcers, the most common of which are the lesions inci- 
dental to Herpes Zoster Ophthalmicus. The case history herein 
recorded, presents nothing in common with this, or similar con- 
ditions, and for that reason is contributed to ophthalmic litera- 
ture. 

During a rather widespread epidemic of acute contagious con- 
junctivitis (Koch-Weeks variety), occurring in the downtown 
section of Philadelphia, during the summer and fall of 1913, an 


- Italian girl, thirteen years of age was brought to the Eye Clinic 


of the Pennsylvania Hospital by the city school nurse at the 
Hawthorne School, suffering apparently from acute contagious 
conjunctivitis in the left eye. 

The girl gave a history of not having been exposed to the con- 
dition except in so far as attending school where there were a 
great number of cases of the disease. It may be noted in pass- 
ing that the epidemic began in the youngsters who patronized 
a certain public swimming pool and from them spread through 
the immediate families of these children. It was found in the 
schools because of the inspection of the school children. at the 
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opening of the school term. This particular patient gave no 
such history and had been the subject of one sore eye for one 
week. 

When the patient was first seen both the upper and lower 
eyelids were tremendously swollen and cedematous. The bulbar 
conjunctiva was also very cedematous, but the congestion was 
not so great as would be expected. After a few days the cedema 
subsided sufficiently to permit of a careful inspection of the en- 
tire conjunctiva and cornea. Then it was observed that there 
was a small ulcer at the lower outer margin of the cornea, sev- 
eral apparently ruptured vesicles on the lower bulbar and palpe- 
bral conjunctiva, and one large ruptured bleb, about one-half 
inch long and one-quarter inch wide, on the palpebral conjunctiva 
of the lower lid near the inner canthus, just slightly encroaching 
over the ciliary border. This latter lesion was indurated at the 
edges and base. 

The possibility of lues was so great that the patient was placed 
upon the mildest kind of local treatment, and a Wassermann 
test immediately made by the workers in the Josephine M. Ayer 
Laboratory of the Pennsylvania Hospital. Pending the report 
of the results of the laboratory test, Dr. Frank Crozer Knowles, 
of the Clinic for Diseases of the Skin, was asked to see the pa- 
tient and he expressed himself as of the opinion that it was 
herpes simplex of the conjunctiva. The Wassermann reaction 
was negative, thus supporting Dr. Knowles’ contention. 

Under the continued use of boric acid solution (ten grains to 
the ounce) every hour, cold compresses twice a day, and atropin 
solution (two grains to the ounce) twice a day, the acute symp- 
toms subsided. The ulceration at the margin of the cornea un- 
derwent resolution, but the sites occupied by the other ruptured 
vesicles and bleb, passed into a condition of exuberant granula- 
tions, thus prolonging the condition. The entire duration of 
the affection was about six weeks. 

The case presents several interesting features, not the least of 
which is its resemblance to syphilis, thus suggesting the neces- 
sity of the Wassermann test in cases out of the ordinary. The 
clinical diagnosis of syphilis by those who are constantly seeing 
the disease is invaluable, but by those who see it only occasion- 
ally, it is of very questionable signifiance. Here was an instance 
that closely resembled the features of an extragenital initial 
lesion such as occurs on the lips. Further, the case emphasizes 
the necessity of bearing in mind that the presence of an epidemic 


| | 

| 

| 

ma | 
| 
} | 
| | 

| 

| 

| 

| 

| 


An Intraocular Sarcoma. 131 


is not an insurance against other conditions than the infection 
causing the epidemic. Again, the granulation stage in the course 
of the involution of the condition suggests a cause for many of 
the cases of granulations in the conjunctiva that are not con- 
nected in any way with the disease called trachoma. 

My indebtedness to Dr. Peter N. K. Schwenk for the privil- 
ege of reporting this case is hereby acknowledged. 


AN INTRAOCULAR SARCOMA IN COEXISTENCE 
WITH AN ORBITAL PERITHELIOMA. 


By Apotr Att, M.D., 
ST. LOUIS, MO. 


The interesting specimen to be detailed in the following I owe 
to the kindness of Dr. Wm. Wiener, of this city. The clinical 
diagnosis was melanosarcoma of the orbit. The history given 
by Dr. Wiener is as follows: 

“M. H., 52 years old, came for consultation about his right 
eye on August 31st, 1910. V. O.D.=fingers held towards tem- 
ple. O.S.=14/20. 

The right fundus was hazy, seen through a cloudy lens. 

September 2nd.—Pupil dilated with euphthalmin. Examina- 
tion shows a limited detachment of the retina in the outer half, 
giving the appearance of a vitreous cyst. The whole lens is 
milky. 

September 19th.—The lens appears clearer and the detach- 
ment not so high. Tension is slightly raised. nucleation is 
advised and refused. 

The patient did not return till January 31st, 1911, when the 
condition seemed about the same. 

On February 2nd, 1911, he returned with cedema of both right 
eyelids which subsided under hot applications. 

July 16th.—Returned with a swelling in the upper outer por- 
tion of the right orbit with marked exophthalmus and pro- 
nounced deep conjunctival injection. Lens entirely opaque. 
No light perception. T.+2. Severe pain. As he is unable to 
close the lids easily, there is a sloughing ulcer of the cornea. 
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Wassermann slightly positive in spite of the fact that he is a 
heavy drinker. Von Pirquet negative. Increasing doses of K. I. 
seemed for a while to have some favorable influence on the 
swelling and pain, but the corneal ulcer became uncontrollable, 
and finally he consented to the enucleation. This, together with 
the removal of the orbital growth, was done on September 8th, 


1913. 
/ The patient recovered without complication, but gradually lost 
Mi strength and died on October 26th, 1913. There was an enlarge- 
‘ ment of the liver before death. No autopsy was performed.” 


When the specimen reached me the orbital tumor and the 
eyeball were not separated from each other. The anterior part 
of the tumor was covered with conjunctiva and reached forward 
under it to the corneoscleral margin on the temporal side. Far- 
ther back the tumor was connected with the eyeball on its tem- 
poral side so loosely that it could easily be removed from it with- 
| out the aid of an instrument. Somewhat behind the zquator, 
however, and between it and the optic nerve the tumor and eye- 
ball were more firmly attached to each other. When this attach- 
ment and the anterior one were cut, the eyeball was perfectly 
separated from the tumor. Posteriorily the orbital tumer was 
| 


lost in the orbital fat. The large tumor mass was on section 
seen to be without any pigment whatever, and appeared white. 
Only where the tumor had been attached to the posterior part to 
the eyeball it was somewhat pigmented over a small area. 

When the eyeball was cut in two it was found to contain a 
pigmented tumor about of the size of a hazelnut which grew 
from the posterior temporal side of the choroid into the interior 
of the eye. The retina in front of this tumor was detached by 
| the growth itself, in the remaining parts of the eye it was de- 
| tached by a sanguinolent exudation which in the hardening fluids 
| 

| 


had become coagulated. At the margin of the optic nerve papilla, 
which was deeply excavated, the retina was torn off. 

The difference in the macroscopical appearance of the intra- 
ocular and the orbital tumors as well as the unfortunately not 
very complete history of the case made it appear not improbable 
that the small intraocular tumor was, perhaps, of more recent 
date than the large orbital one. There appeared to be a possibil- 
ity at least that we had in this case to deal with the coexistence 
of two separate tumors of different kind and origin. 

I do not know whether a purely orbital tumor has ever been 
found to have penetrated into the eye through the sclerotic be- 
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hind the equator and I can find no such observation in the differ- 
ent works on tumors of the eyeball at my disposal. The pene- 
tration of epitheliomata or sarcomata of the anterior third of the 
eyeball into the interior is, of course, something totally different. 
That intraocular tumors break through the sclerotic and grow 
into the orbital tissue has, of course, been very frequently ob- 
served, when the eyeball containing the tumor has not been re- 
moved at an early date. Yet, in such cases the eyeball is very 
often, if not as a rule, filled to a much larger extent by the pri- 
mary tumor than is the case in the specimen here described in 
which only a comparatively small part of the eyeball was taken 
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up by the pigmented tumor. The orbital tumor must have filled 
nearly the whole orbital cavity, at least on the temporal side and 
backwards of the displaced eyeball. Such a disproportion be- 
tween the intraocular and the orbital tumor does not infrequently 
occur, yet not always, and in our case this disproportion together 
with the history and the difference in the macroscopical appear- 
ance of the two tumors favors the thought that the orbital tumor 
is not simply a continuation of the intraocular growth after it 
had perforated the sclerotic. 

A pure melanosarcoma of the orbit, unless its pigment was de- 
rived from the conjunctiva, has probably never been seen. The 
few cases of orbital melanosarcoma which have been reported 
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appear to be rather doubtful. Why in our case the clinical diag- 
nosis of orbital melanosarcoma was made is not apparent, since 
the tumor in its externally visible part is, even macroscopically, 
| seen to be absolutely without pigmentation, unless a large num- 
| ber of hemorrhages and cavities filled with blood which I found 
on microscopical examination gave it during life a pigmented ap- 
pearance. 

Histologically the two tumors show some similarities, but there 
are, too, very considerable differences. 

On section the bulk of the orbital tumor is seen to consist of 
smaller and larger alveoli and bands of large endothelial cells. 


| separated from each other by very thin septa which with a higher 
{ power are found to be in the main small blood vessels, their walls 
a mostly reduced to an endothelial tube. The picture is very much 
y like the one taken from Van Duyse and republished by Lagrange 
(Traité des Tumeurs de l’Oeil, Livre VI, p. 412). Frequently 
the cells adjoining the thin bloodvessels are arranged in regular 
| rows like the cells of a gland around its lumen, the long axis at 
} right angles to the direction of the vessel. There are a great 
; many cells which are evidently undergoing a regressive meta- 
morphosis and smaller and larger cyst-like spaces are formed 
| where the cells have been completely destroyed. In some parts 
| large hemorrhages have taken place, so that a cavernous aspect 
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is produced, the tumor cells having been pressed widely apart 
and undergoing a regressive metamorphosis, while on the other 
hand new strands of tumor cells have begun to invade these 
cavities. There is one very large necrotic part in the anterior 
portion of the orbital tumor in which no cells can be recognized 
and which takes on no stain except a slightly red appearance 
with eosin. Maybe this was, also, the result of a very large 
hemorrhage. (See Figures 1, 2, and 3.) 

As stated above, the elements of this large tumor are all endo- 
thelial cells and from their arrangement and growth have prob- 
ably taken their origin from the perithelia of the bloodvessels. 


Fie. 3 


The intraocular tumor is similar to the orbital one in that its 
cells are mostly, also, grouped around bloodvessels but in such 
a manner that a condition not unlike the appearance of a retinal 
glioma results. Here, however, contrary to the orbital tumor 
the bloodvessel walls lie in the center of the lobules and tubules 
of cells, and do not separate the latter from each other, neither 
have they been reduced to an endothelial tube. Part at least of 
the muscularis and adventitia is still preserved in many of the 
vessels. The cells composing the mantles around the bloodves- 
sels are spindle cells and are considerably smaller than the cells 
of the orbital tumor. (See Fig. 4.) 


| 
| 
| 
| | 
| 
| 
{ 
inl 
{| 
| 
q 
| 
| 
| 


136 Adolf Alt. 


The tumor cells themselves contain almost no pigment. This 
lies in the main freely between the tumor cells or in the connec- 
tive tissue strands which here and there pervade the tumor. 

Where the cells of the intraocular tumor leave the eyeball there 
is a gap in the sclerotic as if cut out with a punch. Through this 
opening, which is about 1% mm. in diameter, the intraocular 
tumor cells have grown out for a short distance to where they 
mingle with the cells of the orbital tumor, and have grown on 
between these, each cell form retaining its own characteristics. 
As stated before, this region of the union of the two tumors is, 
also pigmented, but very little of the pigment lies within the 
cells. 
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There is a small, metastatic tumor in the choroid on the nasal 
side somewhat removed from the optic nerve entrance. It is 
still covered by the lamina vitrea of the choroid and has the 
thickness of about four times that of the normal choroid. The 
extent of its growth is largest in the lamina suprachoriodea and 
smallest just under the lamina vitrea. Thus it appears to have 
grown first in the outermost layers of the choroid. It is per- 
vaded by some comparatively very large bloodvessels the walls 
of which are almost altogether replaced by tumor cells. The 
tumor cells are spindle cells like those of the larger choroidal 
tunior. 
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The detached retina shows a number of cystic formations, none 
as yet very large. Its outer layers contain a great deal of pig- 
ment. 

The optic papilla shows a deep glaucomatous excavation. The 
optic nerve is very densely infiltrated with small lymphocytes 
and, also, contains a large amount of free pigment. 

The choroid is atrophic throughout. Close to the temporal 
side of the papilla there is a small amount of bone tissue just 
forming in the choroid. This bone tissue lies beneath the lamina 
vitrea in the choroidal tissue itself, which plainly shows again 
that bone tissue formation can take place within the choroid 
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and not only, as some authors will have it, in newly formed con- 
nective tissue lying on the lamina vitrea. (See Fig. 5.) 

The anterior part of the eyeball shows nothing of great inter- 
est. The lens is cataractous. In the shallow ulcer of the cornea 
I have not been able to find any bacteria. 

From the foregoing it seems to me not to be unlikely that the 
orbital tumor, a perithelioma, was the older tumor and that the 
intraocular pigmented angiosarcoma is of more recent date, that 
is, that in this case two tumors, an orbital one and an intraocular 
one, grew separately and coexisted until probably by the intraocu- 
lar sarcoma the sclerotic was perforated near the optic nerve en- 
trance and the two tumors thus were joined together. 
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MEDICAL SOCIETIES 


ST. LOUIS MEDICAL SOCIETY. 


OPHTHALMIC SECTION. 
November 4, 1913. 


(Concluded from last month.) 


Dr. Sauer: As stated by Dr. Wiener, a pathological condi- 
tion of the lacrimal canal may exist at its nasal orifice which can- 
not be detected by the ordinary methods of rhinoscopic exam- 
ination. The opening of the duct is high up under the inferior 
turbinate and can be seen only with a Holmes’ pharyngoscope, 
or when a part of the turbinate is removed. It is therefore neces- 
sary to pass a Bowman probe from above in order to locate the 
point of obstruction. In the cases reported by Dr. Wiener this 
was done. A part of the inferior turbinate was removed. The 
end of the probe was then located in a pouch of mucous mem- 
brane. The movements of the probe within the sac could be 
seen through the nose. The sac was then removed and the probe 
passed readily into the nose. A few probings were required to 
maintain this opening. 

At various times attempts have been made to probe the nasal 
duct from its nasal orifice. La Forrest made the first attempt in 
1730, but owing to the short distance between the opening of the 
duct and the floor of the nose, only a small portion of the canal 
could be reached. This method had been given up until Polyak 
resurrected it in 1902. He had a number of probes constructed 
with which he claimed to be able to dilate the lower portion of 
the canal, and reports three cases in which he succeeded in cur- 
ing the epiphora. As far as I was able to learn, no one adopted 
his method. Caldwell made the first attempt to open the nasal 
duct through the nose in 1893. 

In 1901 Passow described an operation in which after intro- 
ducing a Bowman probe from the lower punctum as far as pos- 
sible, he introduced a punch forceps in the nose and removed 
the anterior end of the turbinate as well as the nasal wall of the 
lacrimal duct, until he reached the probe. He reports a number 
of successful cases. Eight years ago, Hyman, of Berlin, advo- 
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cated fracturing and turning up the inferior turbinate in those 
cases where the obstruction was due to a turning outward and up- 
ward of the lower margin on the turbinate, especially in roomy 
nasal passages. When the passages were narrow he removed a 
part of the lower turbinate as well. Since Passow described 
his first operation, a number of rhinologists have advised various 
methods for securing a permanent opening of the canal. West, 
Polyak and Halle have each devised an operation for opening 
the duct and sac through the nose; the principle involved is the 
same in all three, the difference being a slight variation in the 
technique. After incising the mucous membrane just in front 
of the insertion of the middle turbinate, making either a curved 
or rectangular incision, the mucous membrane is then elevated 
and the flap turned up out of the way. The nasal wall of the 
lacrimal duct is then chiseled away until the sac is reached, be- 
ing careful not to injure the membranous canal. The membrane 
is then incised up as far as the sac, when the nasal wall of the sac 
is removed as in Toti’s operation. Halle and West replace the 
flap of mucous membrane, leaving a free communication between 
the lacrimal sac and nose; Polyak removes this flap. West has 
done this operation in 130 cases and claims to have been success- 
ful in 90 per cent. In some of the cases an external operation 
had been performed, and in these cases the results were not sat- 
isfactory ; Polyak had operated upon 31 cases with satisfactory 
results. 

In December, 1911, Yankauer described an operation in which 
he makes a horizontal incision one-fourth inch in length, just in 
front of and above the anterior end of the middle turbinate. 
This incision is then carried down to the anterior end of the in- 
ferior turbinate, when it is carried backward along the lower 
margin of the inferior turbinates for one-half inch or more; the 
mucous membrane is then elevated and the flap turned up. The 
mucous membrane below the inferior turbinate is also dissected 
away from the turbinate, leaving the bony portion of the turbinate 
exposed; this portion of the turbinate is then removed with a 
pair of forceps as far back as the opening of the lacrimal canal, 
the canal is then opened with a suitable forceps. The nasal wall 
of the entire bony canal is removed, after which an incision is 
made in the membranous canal as far up as the sac; this incision 
is made along the posterior wall of the canal and the flap is 
turned forward. The nasal wall of the lacrimal sac is removed 
with a pair of forceps, after which the mucous membrane of the 
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f nose is stitched back into place. The nose is packed for 24 hours, 
s | | at the end of which time the pack is removed and the canal is 
| irrigated from the upper punctum with a normal salt solution. 
| This is kept up for several days. He has operated upon nine 
Wa cases, with satisfactory results in eight. 

{ ! In 1911, Von Eichen devised an operation in which he opened 
| the canal from the maxiliary sinus. After opening the canal he 
removed a portion of the sac, since that time he has modified 
his operation by entering the canal from the canine fossa, without 
opening the antrum; his operation is done under cocaine anzs- 
thesia and he claims that the operation is easier and a better 
view of the work is obtained than when working intranasally. 


DISCUSSION. 


Dr. Luedde: I would like to report a case of this type. A | 
; man came to my office with the swelling usual in lacrimal ob- 


struction. He said there had been no pain, but that this swell- 
ing had been there more than four months. When I injected 
borax solution into the lower punctum it passed freely into the 
q nose; I then passed a Bowman probe to the nose without ob- 
a struction, yet the swelling remained. I could move the mass in 
| front of the probe but could not rupture it by moderate pressure. 
| I then passed a sharp probe as far as the mass, brought the tip 
forward in the lacrimal fossa and stuck it into the mass. There 
q was a gush of blood—stained watery fluid—and the man was 
ut “cured”. The swelling did not recur though under observation Pe 
for months. The patient believed this swelling was brought on 
| by his habit of blowing his nose severely. It evidently was a 
/ simple membranous sac. A careful nasal examination in this 
case failed to reveal anything abnormal. 

Dr. Wiener, in closing: The point I wanted to bring out 
mainly, and which I hoped the members of the Section would 
appreciate, was the fact that the nose in these cases was seem- 
ingly practically normal. Now you have all had cases which 
have been sent to nose specialists which he has examined, and 
a found pronounced involvement of the inferior turbinate or a 
bulging of the septum, or involvement of the lower part of the 
nose. In one case, I do not recall now the name, but Dr. Sauer 
qi had passed upon that case as a normal nose, the patient had been 
sent to Dr. Alt, and Dr. Alt had sent her to Dr. Sauer some years 
ago, and Dr. Sauer had said the nose was normal. Of course 
I know Dr. Alt is not to blame; he did his part to ascertain the 
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cause, and then later this same patient came to me. We had had 
some experience in the meantime and Dr. Sauer then passed the 
probe and found this membranous obstruction. You could see 
the thing move behind the membrane. I could not. get a bit of 
fluid through, and that was the point I wanted to bring out. 
That every examination of the nose for an obstruction of the 
nasal duct should be made with a probe previously introduced.” 
DeSchweinitz mentions the fact that very often we have a little 
membranous fold obstructing the opening of the duct, although 
he did not mention the fact there was a complete membranous 
obstruction. 


| January 7, 1914. 


Presentation of a Patient—By Dr. F. C. Woodruff. 


This patient, a little girl, 4 years old, was presented at the 
clinic of the St. Louis Eye, Ear, Nose and Throat Infirmary, 
December 3, 1913, for a spot in the right eye which the mother 
said had been present since birth with no apparent variation 
from it present appearance. The case was seen in connection 
with Dr. H. S. Hughes, who has kindly written the following 
report: 
| The child seems of normal physical development, but very 
| backward mentally ; has had none of the usual diseases of child- 
| hood except measles one year ago, but for the first two years of 

her life was very frail. She is a second child, was born at full 

term, with a simple delivery, no instruments, following an un- | 
| eventful pregnancy. The second day after birth the right eye be- | 
came very much inflamed, lids closed and very much swollen with 
some discharge at their margins. The family physician ordered 
silver nitrate solution and warm compresses. After about ten | 
days the symptoms subsided and when the eye could be opened | 
the mother noticed a white reflex in the pupillary area much as 
you see it now. The eye has been quiet since. 

The right eye shows slight convergent strabismus, shallow an- 
terior chamber with small anterior synechia at seven oclock with 
some minute pigmented specks upon the anterior capsule of the 
lens. Vision equals preception of light and probably large mov- » 
ing objects. Refraction about plus 1.50 in all meridians. 
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Looking into the pupil a white reflex is noticed at the temporal 
side, shading off from a dense yellowish white at the periphery 
to a thinner steel grey in the middle of the vitreous chamber 
about the color of a pearl button. The base of this is close up 
against the ciliary body at the margin of the lens and extends 
backward and upward and conforms to the convexity of the 
posterior surface of the lens. 

Extending from it to the posterior surface of the iris are a 
few shreds. A larger one extends out across the vitreous. The 
left eye seems normal. 


DISCUSSION. 


Dr. Jennings: The case presented by Dr. Woodruff is of great 
interest. In my opinion it is one of those rare cases of retarded 
development. The string-like membrane in the vitreous is the 
canal of Cloquet, and the white opaque patch at the back of the 
lens is the membrane that should have disappeared at birth. 


A Piece of Steel Localized Partly In and Partly Out of the Eye- 
ball Near the Optic Nerve, Removed by Forceps Through 
the Orbit—By Dr. J. Ellis Jennings. 


W. W., age 24, was struck in the left eye by a piece of steel, 
November 14, 1913, and came to the Frisco Hospital. The for- 
eign body entered the eye in the ciliary region to the temporal 
side. With the ophthalmoscope the metal could be seen far 
back in the vitreous body. The wound of entrance was enlarged 
and an effort made to draw it out with the giant magnet. Much 
to our surprise our efforts to dislodge it failed. An X-ray plate 
was then made and the foreign body localized in the sclera near 
the optic nerve, partly in and partly out of the eye. After think- 
ing over the matter, it was decided to attempt its removal by way 
of the orbit. Under general anesthesia the external rectus mus- 
cle was divided and secured by means of a suture. The eyeball 
was then rotated inwards as far as possible, and hugging the 
eyeball on the temporal side the orbital tissues were pushed 
aside until with a probe the optic nerve could be felt. Although 
adrenalin had been injected into the tissues, there was consider- 
able bleeding which rendered the search difficult. In the end, 
however, a black point was seen protruding from the sclera, and 
Dr. Woolsey quickly grasped it with forceps and drew it out. 
Since the operation the vision of that eye has improved to 5/20. 
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DISCUSSION. 


Dr. Woodruff: I would like to ask if Dr. Jennings tried the 
piecé of steel with the magnet afterwards to see whether it was 
really attracted by the magnet, whether it was magnetic or not. 

Dr. Loeb: How is the movement of the eye since the reattach- 
ment of the muscle? 

Dr. Jennings, in closing: The movement is perfect. In an- 
swer to Dr. Woodruff’s question, I did not try the magnet after 
the removal of the foreign body, but as it was a chip of steel 
from a rail I suppose it would be attracted as any other piece 
of steel. The reason the magnet did not pull the steel out was 
that it was deeply embedded in the sclera. 


February 4, 1914. 


Presentation of a Patient—By Dr. C. W. Tooker. 


Dr. Higbee asked me to present this case for him. The pa- 
tient, a man 30 years of age, came to the office for treatment 
three weeks ago, two months after an injury to his left eye. A 
piece of metal from a hammer in one of the east side mills had 
hit him in the eye and he presented himself for lid treatment 
only. On dilatation of the pupil it was very easily seen that he 
had in the anterior temporal quadrant a torn retina with a small 
piece of iron embedded in the white sclera. X-ray localization 
confirmed the ophthalmoscopic findings. Extraction was accom- 
plished by the small electric magnet with incision in the 
sclera under cocaine anesthesia. It was not a difficult pro- 
cedure. Vision is now 14/15. The interesting points are, the 
ophthalmic picture and the lack of history of intraocular trouble. 


Retrobulbar Neuritis with Ethmoidal-Involvement (Report of a 
Case).—By Dr. W. Hardy. 


A chapter of great interest in ophthalmology is that dealing 
with pathological eye conditions resulting from accessory sinus 
disease. It cannot be said that such occurrences are rare as the 
literature of the last few years has much on this subject, to such 
an extent that a consideration of but one phase of the matter is 
of intense interest and richly productive of information. This 
paper will deal briefly with retrobulbar neuritis resulting from 
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ethmoid suppuration with a report of a case. Mention will also 
be made of the incidence of ocular trouble due to other accessory 
sinus diseases. A consideration of the anatomical relations of 
the orbit and the nose and its sinuses will give cause for surprise 
not that ocular trouble arises so frequently from sinus disease, 
but that it does not occur more often. The subject naturally 
brings up the much mooted question as to where the field of 
activity of the ophthalmologist ends and that of the rhinologist 
begins. Undoubtedly there will be a readjustment in the future 
of the somewhat arbitrary lines of demarcation. Manifestly 
those ocular conditions, the result of contiguous disease, belong 
to the field of the ophthalmologist. The question will right itself 
and the best interests of patients be conserved if in the meantime 
oculists acquire a thorough knowledge of the anatomy and path- 
ology of the neighboring structures and the remedial measures 
necessary for the alleviation of such eye trouble as is dependent 
on their disease. He need not apply such curative procedures 
himself, but without doubt should know when and where they 
are indicated. 

As to the frequency of sinus complications in general the fig- 


ures are quite interesting. Birch-Hirschfeld found in 684 cases - 


of orbital inflammations, the sinuses involved in 60 per cent. 
divided as follows: due to the frontal sinus 29.8 per cent., the 
antrum 21.8 per cent., the ethmoid 20.5 per cent., and the sphe- 
noid 6.1 per cent: It would seem that 6.1 per cent. due to the 
sphenoid is a rather low estimate. Numerous cases of optic 
neuritis followed later by atrophy have gone on to complete 
blindness where all manner of remedial measures, even subtem- 
poral decompression, have been applied, save an attack on the 
real causative factor, viz., a sphenoid sinus suppuration. Cohen 
and Remking reported 25 cases of nasal sinus diseases with 
orbital complications. These occurred in 75,000 patients or 1 to 
3,000. In one of their cases there was a retrobulbar neuritis 
from an affection of the ethmoid-sphenoid sinuses which showed 
great improvement following the application of cocain-adrenalin 
to the posterior upper portion of the nose and complete recovery 
took place after operation on the posterior ethmoid cells and 
sphenoid sinus. The outer well of the ethmoid body, the lamina 
papyracea which is also the inner wall of the orbit in great part, 
is extremely thin as its name implies, varying in thickness in 
different individuals. It is normally penetrated by vessels and 
dehiscences of bone may also occur, at which points the perios- 
teum is often extremely thin; the anterior ethmoid cells corre- 
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spond to the anterior half and the posterior cells to the posterior 
half of the inner wall of the orbit. The sphenoid sinus may be 
brought into close relation with the optic nerve by reason of its 
extension into the lesser wing of the sphenoid. Onodi has 
shown the relation which the posterior ethmoid cells and the 
sphenoid bone bear to the optic nerve and the chiasm. He was 
thereby enabled to explain certain forms of retrobulbar neuritis 
and atrophy of the optic nerve. He also has shown that uni- 
lateral, bilateral and contra-lateral disturbances of vision and 
blindness are often caused by affections of the posterior ethmoid 
cells and the sphenoid sinus. Hallitzer states that inflammations 
of the optic nerve due to an infection of the ethmoid cells or 
sphenoid antrum, is as a rule diagnosticated by exclusion. This 
view is in accordance with the facts as exemplified in my case. 
Retrobulbar neuritis is found in different intoxications, in af- 
fections of the nervous system in syphilis, diabetes, lead, alcohol, 
etc. Sinusitis of any of the sinuses may produce retrobulbar 
neuritis. As a routine measure pressure at the upper inner wall 
of the orbit should be made and it will elicit very acute pain 
should a frontal sinusitis be present. If the test is not made at 
the correct site, misleading information may be obtained as firm 
pressure of the skin over the orbital rim or pressure on the 
supra-orbital nerve will give rise to painful sensations. Pain at 
the root of the nose accompanies intranasal disease in frontal 
sinusitis and also occurs in exorphoria.and ametropia. Pain is 
not a prominent feature in the cases such as the one described 
in this paper. This patient had for a while a feeling of discom- 
fort deep in the orbit, but no actual pain. In bilateral trouble 
we naturally suspect the sphenoid and in unilateral trouble the 
ethmoids, particularly the posterior ethmoid. According to 
Holden, the ztiological factor in a non-toxic retrobulbar neuritis, 
narrows down generally to a multiple sclerosis or sinus disease. 
Peripheral scotomata and optic neuritis demand an examination 
of the nose in every case. The importance of thorough examin- 
ation of the nose has been insisted upon by some writers, where 
no nasal symptoms seem present and even upon operation where 
the nose apparently shows nothing. It matters not what section 
of the optic nerve is involved by inflammations of the vicinity ; 
operation is indicated and the sooner it is done the better. No 
anatomical examination of inflammations of the optic nerve in 
the optic canal have been made. Whether the condition is a re- 
sult of a peri-neural cedema or an actual inflammatory condition 
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of the tissues around the nerve, is undecided. The case report 
is as follows: 

F. K., aged 27, blonde, single and painter by trade, consulted 
me in November, 1912, stating that ten days previously, while 
walking along the street, he noticed he could not see well with 
his left eye. Vision diminished until at the time of his first visit 
it was reduced to fingers at 30 inches. O. D., V. 15/10. His 
history was good, being a man of excellent habits. He denied 
all venereal infection. He was careful about his hands and nails, 
thoroughly cleansing both before handling food. His work 
brought him little in contact with methyl alcohol. Five days 
after the onset of eye trouble and five days before his first visit, 
he took a cold as he expressed it. No particular attention was 
paid to it. He had had many previous colds. The discharge 
was mucopurulent and from both nostrils. Examination showed 
sluggish iris movements, media clear and fundus normal, except 
that there was a slight tortuosity of the retinal veins and a slight 
haziness of the edges of the disc becoming significant by com- 
parison with the right fundus. Throughout the entire course of 
the disease the fundus picture changed but little except that the 
disc became paler than its fellow and two small hemorrhages 
appeared, one near the upper border of the disc and the other 
several disc diameters up and out from the papilla. He returned 
to his family physician who daily essayed to shrink the mucous 
membrane of the nose with little or no effect on either the ocular 
or nasal condition. After a week’s persuasion he finally con- 
sented to an examination by a rhinologist and after more per- 
suasion to an operation. The middle turbinate was removed, 
the ethmoid cells broken down and the sphenoid sinus opened up 
freely. The nasal work was done by Dr. Herman B. Miller. 
Improvement commenced very soon after the operation and 
proceeded rapidly. 

The nasal discharge quickly subsided; vision improved until 
when last seen it was 15/10. The disc was still paler than its 
fellow. The etiological factors considered were plumbism, 
methyl alcohol poisoning, autointoxication, lues and ethmoid 
trouble. All but the latter were excluded before the rhinologist 
found positive evidence of ethmoid suppuration, so no hesitancy 
was entertained in urging immediate operation. It was felt that 
too much time had already elapsed between onset and operation. 
Procrastination undoubtedly, in these cases, works for much 
harm and irreparable damage. It might be held and urged that 
the ocular trouble antedated the nasal and was in no way asso- 
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ciated with it. On the other hand, I am convinced that the eth- 
moid infection existed latent, the result of prior infection and 
that it re-infected the nasal mucous membrane producing an 
acute muco-purulent rhinitis. The nasal condition as seen by 
Dr. Miller and the prompt improvement, both ocular and nasal, 
following the operation bears out this contention and lessens the 
probability of its being a mere coincidence. There was no local 
treatment subsequent to the operation. Dionin was used before 
the operation. Internally medium doses of sodium iodide and 
strychnin were given and continued until the patient was dis- 
charged. 
DISCUSSION. 


Dr. Post: All of us are especially interested in this compara- 
tively new knowledge that has come to us in regard to this class 
of cases that formerly were obscure in their origin. I think the 
oculist should be prepared to examine these cases in such a way 
as to be pretty well satisfied as to what the condition is; but 
whether it is going to be feasible for the oculist to become ex- 
pert enough to open up the sphenoid and the ethmoid cells to 
the advantage of the patient, when there are competent men who 
are giving special attention to these things, and who can treat 
the condition for him, hardly seems to me likely. I think every 
case which is brought to our attention of this sort is of great 
value and will help us materially in our work. The Doctor 
speaks of exclusion of the other possibilities before taking up 
the question of the ethmoidal and sphenoidal condition as being 


’ the cause of these troubles. My own experience has been that 


in going over such cases I have found conditions that have led 
me to send the patient to the rhinologist without making a diag- 
nosis by exclusion. The Doctor’s method is wise. We should 
be careful and not jump at conclusions. 

Dr. Charles: I would emphasize one symptom that has led me 
to think first that the patient has a“sinus affection, or, second, 
that he is a neurotic, viz., there being no signs of irritation either 
in the lids or the ciliary body, the patient complains of a deep 
seated pain in the eye, whether it is in use or not. It is not sim- 
ply in the orbit back of the eye, but a pain in the globe itself. 

Dr. Hardy, in closing: The diagnosis by exclusion was not 
made as a matter of choice, but was done while the patient was 
deliberating about consulting a rhinologist. A tentative diagno- 
sis of sinus involvement was really made at the first visit. 
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ROYAL SOCIETY OF MEDICINE. 
SECTION OF OPHTHALMOLOGY. 


The ordinary meeting of the Section was held on Wednesday, 
February 4th, under the presidency of Sir Anderson Critchett, 
Bart. 

Mr. Frank Moxon showed cases of congenital diffuse opacity 
- of the cornea in two sisters. The children and the family had 
been healthy; there was no history of syphilis, tubercle, or mis- 
carriages. One of the children was ill with sickness and diar- 
rheea at a year old. Both Wassermann and von Pirquet re- 
actions were negative. There was slight photophobia, but the 
fields of vision appeared to be normal. The-cornea was milky, 
but there was a fairly good fundus reflex. The opaque spots 
were fairly evenly distributed throughout the thickness of the 
cornea. Lenses and-vitreous were clear. Mr. J. H. Fisher con- 
sidered that the tension in all four eyes was somewhat raised, 
and that there was a possibility of it being a variant of congenital 
glaucoma. The changes were mainly in the epithelium. 

Mr. Angus MacNab showed a case of nodular opacity of the 
cornea, which, he considered, bore a relation to Mr. Moxon’s 
case. In a similar case, shown before the Ophthalmological 
Society, the epithelium over the nodules was somewhat heaped 
up. At the extreme periphery of the cornea there were loops of 
vessels which passed into the cornee, and that seemed to be 
slightly so in Mr. Moxon’s case. 

Mr. J. B. Lawford showed a case of brawny scleritis. The 
ztiology, as in all these cases, was obscure. It was an inflamma- 
tory process, with much infiltration by cells; there was nothing 
to suggest new growth. Every test applied to the case had 
turned out to be negative. 

Mr. W. J. Inman showed, through Mr. Leslie Paton, a case of 
irido-cyclitis in a boy who had been living in Northern Nigeria 
and was now suffering from trypanosomiasis Gambiensis. Last 
October his left eye became inflamed, and three weeks ago its 
fellow behaved similarly. Mr. Inman had the Wassermann 
done, and it was positive; he probably had an idea of a syphilitic 
origin. But Wassermann was positive in the disease afflicting 
the patient. There was a beautifully marked circinate rash on 
the front of the thigh, and enlarged soft posterior cervical 
glands, from which, failing it being found in the blood, the try- 
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panosome could generally be recovered. The Rhodesian form 
of the disease seemed to be more severe than the Gambian. Dr. 
Daniel, whom he asked about the case, said he would rather treat 
such a case with repeated small doses of atoxyl than with salvar- 
san. Mr. Treacher Collins referred to a case of sleeping sick- 
ness which he saw with Sir Patrick Manson, and described the 
appearances. Eye diseases seemed to be very uncommon in 
connection with sleeping sickness. 

Mr. Cunningham showed a case of massive exudate in the 
retina. 

The Section then proceeded to discuss the subject of The Use 
of Salvarsan in ophthalmic practice. The discussion was 
opened by Mr. W. Lang. He reviewed the knowledge up to 
date, and discussed the probable mode of action of salvarsan. 
During the early stages of syphilis, before the spirochetes had 
reached the vascular tissues, salvarsan acted readily and quickly ; 
but later it was less efficacious, though gummata of iris, sclero- 
tic and ciliary body seemed to be favorably influenced by the 
treatment. With regard to parasyphilitic diseases, the Argyll- 
Robertson pupil had been known to again react to light follow- 
ing intravenous injections of “606.” Ophthalmoplegia externa 
and primary optic atrophy had not been definitely improved by 
the treatment. After injecting a large dose of salvarsan into a 
rabbit’s vein, none of it was found in the cornea, though spe- 
cially .searched for. The usual dose of salvarsan for the adult 
male was .6 of a gramme, and for the adult female .5 of a 
gramme; while if neo-salvarsan were used, the dose must be 50 
per cent. more. The destruction of the parasites should be ef- 
fected as soon as possible, before they had the opportunity of 
becoming immune to the drug. He instanced cases in which 
greatly increased doses given with that object had been effica- 
cious. Thanks largely to Mr. Browning, salvarsan was now 
known to be a successful treatment for sympathetic ophthalmia, 
and studies on the blood condition enabled one to foresee the 
onset of the condition. 

Lieut.-Col. Gibbard, R.A.M.C., said that although salvarsan 
had not supplanted mercury, its action was more rapid and in- 
tense, and he narrated some striking cases illustrating this fact. 
Secondary lesions seemed to be more intractable than primary, 
and relapses were more frequent. The feature of secondary 
cases was the tendency to affections of the central nervous sys- 
tem, which was more often involved than was formerly sup- 
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posed. He did not believe this was due to salvarsan; cases were 
heard of more because everyone was on the lookout for unto- 
ward symptoms following the use of the new drug salvarsan. 
He knew of only two cases of cerebral nerve disturbance in 
1,200 cases in which the drug was used. And where this did 
occur, an increased dosage caused a disappearance of the trouble. 
Syphilitic meningitis was more prone to relapses because of the 
inaccessibility of the sub-arachnoid space. Having killed off the 
main army of the organisms, it seemed necessary to keep in the 
blood a remedy which would deal with the scattered survivors. 
At his headquarters they had given 4,000 intravenous injections, 
and the soldier concerned was followed up wherever he went. 

Mr. S. H. Browning read an interesting paper in which he 
detailed his cytological studies, and the reasoning which led him 
to suggest giving salvarsan for sympathetic ophthalmitis. He 
had had excellent results in syphilis from salvarsan given per 
rectum; that the drug was absorbed when so given was proved 
by the occurrence of an arsenical rash following the method. 
Out of 500 to 600 cases, he had not heard of a single instance of 
ocular palsy, optic neuritis, or other similar trouble. The most 
successful results from the method were in syphilitic iritis; 
gummata of the sclera also vanished in a marvellous manner 
under salvarsan and potassium iodide. He agreed with the gen- 
eral opinion that in interstitial keratitis it was not much good, 
though there had been one or two notable exceptions. His usual 
method was to give the drug intravenously. Neo-salvarsan 
was more toxic than salvarsan. 

The debate will be continued at a special meeting of the Sec- 
tion. 


The adjourned meeting of the Section was held on Monday, 
February 16th, for the purpose of concluding the discussion on 
the subject of the use of salvarsan in ophthalmic practice. The 
chair was occupied by the President, Sir Anderson Critchett, 
Bart, F.R.C.S. (Ed.). 

Mr. W. Lang showed a case which, in 1908, developed sympa- 
thetic ophthalmia following a gunshot wound, contrary to the 
general belief that sympathetic trouble did not follow gunshot 
injury. Much benefit had occurred from giving salvarsan. 

Mr. Parsons, discussing the case, thought it showed that sym- 
pathetic ophthalmitis was a general infection; and it would be 
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difficult to believe that a purely local condition could persist for 
three years, the interval between the injury in this case and the 
onset of the sympathetic trouble. 

Mr. Fisher also spoke of two cases in which Mr. Browning 
forecasted the onset of sympathetic trouble from the blood 
count. 

The debate on the use of salvarsan was continued by Lieut.- 
Col. R. H. Elliot, I.M.S. He said he had had no experience with 
neo-salvarsan. As he had had an experience of optic atrophy 
following the use of soamin, he asked the Surgeon-General’s 
assistance in getting reports of cases in which the same calamity 
followed the use of salvarsan; but none were reported, and he 
believed the reason was that they did not occur; they were able 
men, and fully on their guard. On the other hand, it was their 
experience that those cases which presented signs of optic neu- 
ritis, of presumably syphilitic origin, acted excellently to the rem- 
edy. As the whole of a dose of salvarsan seemed to be elimin- 
ated from the system in ten days, he thought any trouble which 
was likely to arise would be evident in a month or so, after which 
period no anxiety need be felt. In his large practice in Madras, 
the intra-muscular method was abandoned in favor of the intra- 
venous, largely on account of the pain caused by the former, 
which in many cases necessitated the use of morphia. A Was- 
sermann was done in each case, and the administration was not 
continued after that test was negative. In no case did they aban- 
don mercury and iodide, which were given in the intervals. The 
most startling benefits were obtained in recent or acute cases in- 
volving the uveal tract. One man was practically blind, with a 
congested eye, his vitreous was full of opacities, and a gumma- 
tous mass involved the ciliary body; yet within a week of using 
the remedy, he could count fingers at 20 to 30 feet. His general 
nutrition also improved. With muscle palsies and optic neuritis 
the results were very satisfactory, though not with tabetic con- 
ditions. He knew of two deaths following the use of salvarsan, 
both in marasmic patients, who probably would not have lived 
long in any case. With regard to sympathetic ophthalmitis, 
Gifford, of Omaha, from the results obtained in it from atoxyl 
and salvarsan, argued that it was a general protozoal disease. 

Mr. E. E. Henderson read notes of two cases of late severe 
irido-cyclitis following cataract extraction in which, in spite of 
all the usual treatment supplemented by vaccines, the condition 
steadily became worse. In both cases neo-salvarsan was given 
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twice and rapidly effected a cure. In one case, a man of 52, 
successful needling three months later gave vision of 6/6 and 
Jaeger 1. The second case was a woman of 72, and the eye had 
not yet been needled. It seemed likely that an iridotomy would 
be necessary and it was then proposed to give a further prophy- 
lactic dose of neo-salvarsan. Mr. Henderson said he was led to 
try the drug in these cases as a logical deduction from the action 
recorded in cases of sympathetic ophthalmia, since, if the drug 
was of benefit to the sympathising eye it should be equally so to 
the possible exciter. 

Dr. Alexander Flemming said that when salvarsan was intro- 
duced into this country it was said to have ruined many eyes; 
but there seemed no real evidence that the drug had produced 
an evil effect on any eye; not any cases of optic nerve trouble 
had followed its use at St. Mary’s Hospital. He preferred sal- 
varsan to neo-salvarsan, though the latter was very easy to use. 
He had never seen much benefit from salvarsan in interstitial 
keratitis. In one case, a chancre of the inner canthus disappeared 
in a few days under the treatment. In choroiditis the results 
were very rapid and complete. In one case an Argyll-Robertson 
pupil, in a case diagnosed by a physician as tabes, became a nor- 
mal pupil under the treatment. 

Major Harrison thought the timidity felt about using salvar- 
san was largely due to the evil repute of atoxyl and soamin, but 
there could be no doubt about the beneficial effects of salvarsan. 
He had seen a case in which omission to use salvarsan on ac- 
count of its supposed neurotrophic effect on cerebral nerves, re- 
sulted in a calamity. He proceeded to discuss points in the 
technique, and expressed the opinion that as all the salvarsan 
given could not be collected in the urine, probably the drug was 
not entirely eliminated from the system as soon as was sup- 
posed. Still, by spacing-out the doses at intervals of not less 
than a fortnight, any cumulative effect need not be feared. If 
a case seemed to indicate more frequent doses, he thought there 
would be little danger. He had not had any catastrophes in his 
practice with salvarsan. 

Mr. J. B. Lawford read notes of a severe case of post-opera- 
tive plastic iritis treated by neo-salvarsan, the patient being a 
man et. 60, the subject of acute gout. The operation was ex- 
traction and iridectomy. There followed hazy cornea, ciliary 
injection, exudation, and the formation of a hypopyon. A mixed 
staphylococcus vaccine produced no visible effect. Nineteen 
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days after the extraction, .9 gramme of neo-salvarsan was in- 
jected intravenously, and in two days there was definite improve- 
ment; while four days later the hypopyon was very small, and 
the congestion was diminishing. He went home, but returned 
later, and the hypopyon had returned. A similar dose of neo- 
salvarsan was injected, and almost immediately the eye became 
brighter, and there was general marked improvement. 

Mr. Browning, in answer to a number of questions, admitted 
that the blood count by which one could forecast the onset of 
sympathetic trouble was not infallible, but it was true in the 
great proportion of cases. The discovery of this particular blood 
count did not mean that the eye would be ‘inevitably excised; 
efforts to save the eye would be persisted in as long as they were 
of any avail. 

Mr. Basil Lang pointed out that many of these cases of injury 
of the ciliary region occurred in children, and it should be re- 
membered that the total number of leucocytes in the blood varied 
from the moment of birth until after puberty. Until the second 
or third year of age, 80 per cent. of the blood cells present were 
of the lymphocyte type; i.e., large mononuclears, large lympho- 
cytes, and small lymphocytes. Therefore finding a child with 
such a blood count must not be taken to mean that it was on the 
eve of sympathetic ophthalmia. He believed salvarsan to be a 
very good tonic, from his observation on cases. 


VOLUNTARY DISPLACEMENT OF THE EYE. 


Arthur H. Kimball (Jour. A. M. A., April 4, 1914) reports 
the case of an insane man who by placing his index finger on 
the lower eyelid and pressing could force the eyeball outward 
and upward from the socket so that it protruded at least an inch 
beyond its normal position; or by pressing upon the upper lid the 
eyeball could be displaced outward and downward along the side. 
of the nose. When the pressure was removed the globe returned 
rapidly until it was about three-quarters of the way back and 
then move slowly until it was in its normal position. The 
manipulation caused no pain or inconvenience, the patient de- 
clared. When the eye was undisturbed the fixation was perfect 
and the action of the muscles entirely normal. There was com- 
plete atrophy of the optic nerve but no evidence of any inflam- 
mation. 
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SIXTY-FIFTH ANNUAL MEETING OF THE AMERICAN 
MEDICAL ASSOCIATION. 


Atlantic City, June 22 to 26, 1914. 


PROGRAM OF THE SECTION ON OPHTHALMOLOGY. 
Meets in the Parochial School. 


Chairman, Frank C. Tood, Minneapolis. 
Secretary, George S. Derby, Boston. 


Tuesday, June 23—2 p.m. 


Chairman’s Address.—Frank C. Todd, Minneapolis. 

Tumors of the Optic Nerve-—W. Gordon M. Byers, Montreal. 

Ocular Manifestations of the Toxemia of Pregnancy; Clinical 
Report of a Case.—Ward A. Holden, New York. 

Two Cases of Acute Retrobulbar Neuritis Associated with 
Marked Acetonuria.—Lee Masten Francis, Buffalo, N. Y. 

Chronic Ocular Tuberculosis. Necropsy Findings in a Case of 
Tuberculosis of the Hypophysis Cerebri. With lantern 
demonstration.—F. H. Verhoeff, Boston. 


Wednesday, June 24—9 a.m. 


Epithelioma of the Lids—Carl Fisher, Rochester, Minn. 

Hereditary Glaucoma (Simplex); the Report, with Operative 
Notes of Four Generations of One Family.—F. Phinizy 
Calhoun, Atlanta, Ga. 

Sclerocorneal Trephining for Glaucoma, with Tabulated Results 
of Seventy-Six Operations Performed by Col. R. H. Elliot 
and a Clinical Study of Twenty-Seven Operations by the 
Author.—Walter R. Parker, Detroit. 

Late Infection Following a Trephining for Glaucoma.—E. V. L. 


Brown, Chicago. 
Value of Miotics in Chronic Glaucoma.—William Campbell 


Posey, Philadelphia. 


Wednesday, June 24—2 p.m. 


Atrophy of the Optic Nerve in Myopia——Theodor Axenfeld, 


Freiburg, Germany. 
International Standard for Testing Vision, and Standardizing 


Other Visual Tests—Edward Jackson, Denver. 
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Is Tuberculosis an Important Factor in Phlyctenular Ophthal- 
mia ?’—Samuel Theobald, Baltimore. 

A Study of the Effect of the Correction of Ametropia on Hetero- 
phoria with a Consideration of Some Associated Conditions. 
—William Zentmayer, Philadelphia. 


Thursday, June 25—9 a.m. 


Safe and Speedy Extraction of the Immature Cataractous Lens 
Following Preliminary Capsulotomy.——Homer E. Smith, 
Norwich, N. Y. 

The Influence of Hookworm Disease on the Eyes. A Study of 
Fifty-three Cases.—J. W. Jervey, Greenville, S. C. 

Convergence Insufficiency. Alexander Duane, New York. 

Trefoil or Stellate Keratectomy for Anterior Staphyloma.—S. 
Lewis Ziegler, Philadelphia. | 


Thursday, June 25—2 p.m. 


Further Observations on the Hemiopic Pupillary Reaction Ob- 
tained with a New Clinical Instrument.—Clifford B. Walker, 
Boston. 

Experimental Researches in Methyl Alcohol Inhalation —H. H. 
Tyson and M. J. Schoenberg, New York. 

Enucleation with Transplantation of Fat into the Orbit—Ed- 
ward Stieren, Pittsburgh, Pa. 

Demonstration of Sarcomas.—Walter B. Weidler, New York. 

Demonstration of the Action of Trephining on Rabbits’ Eyes.— 
E. C. Ellett, Memphis, Tenn. 
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ABSTRACTS FROM MEDICAL LITERATURE. 


By J. F. SHoemaker, M.D., 
ST. LOUIS, MO. 


TRACHOMA AND ALLIED CONDITIONS IN NEW 
YORK SCHOOL CHILDREN. 


A. W. Williams and others (Jour. of Infectious Diseases, 
March, 1914) have made a study of 4,000 children which showed 
that the written descriptions of trachoma do not agree as to a 
clinical or a pathologic entity. Among the children in 60 public 
schools in the crowded lower East Side of New York City (sup- 
posed to be a hotbed of trachoma) during the past four years no 
cases Of conjunctival affections answering in their entirety to the 
classic descriptions of trachoma were found. None of the 3,000 
and more cases of follicular affections in these children have de- 
veloped cicatricial changes due to the infection; on the contrary 
the great majority of them now present normal conjunctivas. 
The authors attribute these results chiefly to the following meas- 
ures: (a) The carrying out of preventive methods of treatment 
such as ophthalmia schools and school clinics, summer camps, 
mothers’ demonstration classes, home instructions and “follow- 
up” work. (b) More minute care of acute, as well as of chronic 
cases, including the specific treatment given chiefly at clinics and 
the “follow-up” work in the homes. (c) Non-operative proced- 
ures in a large number of cases formerly operated. © 

Hemoglobinophilic bacilli were found in a large proportion of 
the cases of chronic conjunctivitis (especially of the papillary 
type) as well as in those of acute catarrhal conjunctivitis (includ- 
ing clinically typical “pink eye”). These bacilli, though they prob- 
ably represent several different varieties, have not yet been dif- 
ferentiated from Bacillus influensa. These bacilli were found 
coincidently with trachoma inclusions in a high percentage of the 
cases of subacute and chronic conjunctivitis when examined 
from the beginning. They show morphologic and _ staining 
characteristics similar to those seen in trachoma inclusions; and 
transition forms between bacilli and inclusions are frequently 
seen in these cases. In a few cases of acute catarrhal conjunc- 
tivitis, trachoma inclusions and transition forms have been found 
coincidently with hemoglobinophilic bacilli and in several other 
acute cases transition forms have been often found. Many of 
the cases of chronic papillary conjunctivitis not actually followed 
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from the beginning gave a history of repeated acute attacks, and 
several cases beginning as acute contagious conjunctivitis passed 
into the chronic condition called papillary conjunctivitis. 

Cell inclusions similar to the trachoma inclusions found in the 
papillary conjunctivitis cases were found in cases of gonorrheal 
ophthalmia neonatorum, cultures from which showed only gono- 
cocci. These inclusions differ somewhat from those found in 
the papillary conjunctivitis cases and transition forms between 
gonococci and inclusions are seen in smears from the former 
cases. Members of the pneumostreptococcus group were fre- 
quently found in chronic as well as in acute cases, especially in 
those cases showing pannus. 

The general conclusions arrived at are: (1) Trachoma inclu- 
sions are nests of growing bacteria in epithelia cells—hemoglo- 
binophilic bacilli in certain cases of papillary conjunctivas, 
_ gonococci in certain cases of gonorrheal conjunctivitis and pos- 

sibly other bacteria in certain other cases of conjunctivitis. (2) 
Under minute hygienic and medical treatment, the great ma- 
jority, if not all, of the cases of conjunctival affections of chil- 
dren may run a benign course resulting in normal conjunctivitis. 
(3) Comparatively few, if any, cases of chronic conjunctivitis 
develop in individuals exposed, if the rules of general and per- 
sonal hygiene are carried out. (4) If trachoma is present or 
should be introduced among our school children it may be con- 
trolled by methods which are within practical limits —Jour. A. 
M. A. 


OPERATION TO IMPROVE THE EFFECT OF AN .- 
ARTIFICIAL EYE. 


N. Bishop Harman (Lancet,. February 7, 1914) states that 
the unsightliness of an artificial eye is often due to the wide 
palpebral fissure exposing too much of the white, and suggests 
the following operation to overcome this: Both lids and the ex- 
ternal canthus are grasped in a specially designed clamp; the 
skin and lashes are separated from the conjunctival layer by an 
incision five or six mm. long; the skin edges are then united by 
two sutures passed through short lengths of rubber tubing to 
prevent their cutting out; these sutures are drawn _ tightly 
enough to cause eversion of the wound margins; the extent of 
the union is to be gauged to suit the individual case, and it is 
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well to make it greater rather than less than necessary, for it can 
be freed before union is complete. 

On the fourth day the sutures are removed and the artificial 
eye is inserted. If the union is too extensive the edges are torn 
apart to the proper distance. The results are excellent from a 
cosmetic point of view. 


AXIAL MYOPIA—AETIOLOGY AND PROPHYLAXIS. 


Luther C. Peter (Penn. Med. Jour., December, 1913) says 
the causes of axial myopia are two-fold in character, viz.: pre- 
disposing and determining. The predisposing causes include the 
peculiar anatomic construction of the eyeball and hereditary 
causes. The entrance of the optic nerve into the eyeball causes 
a weakened point in the firm scleral wall where the pressure 
produced by the cone of extraocular muscles expends itself, 
causing a stretching of the globe. During the act of accommoda- ~ 
tion the pressure is especially likely to be increased by the taught 
muscles, and thus to lengthen the eyeball. Hereditary influences 
are too pronounced to be ignored. He quotes Roemer as con- 
cluding that at least 10 per cent. of myopes are hereditary in 
character, while the latter writer says that “Tscherning found 
14 per cent., Kirchner 15 per cent., and Schneller up to 25 per 
cent.” 

Very little can be done to lessen these predisposing factors of 
myopia, but prophylactic measures can be applied to the deter- 
mining causes which may limit considerably the increase of this 
condition. Among the determining causes he mentions bad hy- 
gienic surroundings, improper food, improper methods of liv- 
ing, uncorrected astigmatism, poor lighting of school rooms and 
constant close work. He discusses these at some length and in 
conclusion makes the following suggestions: First, that proper 
legislation be urged and put into effect in reference to the build- 
ing of school rooms and factories; second, that more efficient 
medical inspection be carried out in our schools; third, that fol- 
lowing the rigid and careful examination of public school chil- 
dren, myopic children be especially classified and the amount of 
work required of them be reduced to a minimum; and, fourth, 
that medical inspection of the eyes of employees in industrial 
plants be made obligatory, and that a fair standard of visual 
acuity be required of all people employed in such institutions 
where close work is required, and where danger exists. 
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BOOK REVIEWS. 


OPHTHALMIC SurGERY. By Charles H. Beard, M. D. Second 
Edition, revised and enlarged. With 9 plates and 374 
other illustrations. Philadelphia: P. Blakiston’s Son & 
Co. Price $5.00, net. 

The fact that a second edition of this text-book has already 
become necessary, is proof of its usefulness and its general ap- 
preciation. This second edition is almost a third larger than the 
first, due to many additions especially concerning the newer 
glaucoma operations. It is an excellent practical guide and can- 


not fail to arouse even more interest than did the first edition. 


TRACHOMA AND Its CoMPLICATIONS IN Ecypt. By A. F. Mac- 
Callan, M.D., F.R.C.S., Director of Ophthalmic Hospitals 
in Egypt. Cambridge, at the University Press. 1913. 
Price $2.50. 

It is but a short while ago that we had occasion to notice Mc- 
Callan’s most interesting report on the trachoma campaign under 
his direction in Egypt. In the book before us we have a scholarly 
exposé on trachoma and the manner in which it is being treated 
in Egypt in order to obtain the best results. McCallan divides 
the cases into four classes according to their clinical stages and 
complications, and describes the application of such treatment 
as he believes most successful in these several stages. Much of 
what he says in the chapters on treatment is, of course, valuable 
and useful, also, in the management of trachoma in other cli- 
mates. The book is particularly interesting in that it gives the 
experience of a master in the management of this frequent and 
dangerous eye disease in a country where it abounds and there- 
fore gives an immense material for observation. 


DIAGNOSTICS OF THE FuNpIs Ocutt. By E. L. Oatman, M.D. 
Comprising one volume of text with 134 illustrations and 
4 colored plates, and 2 portfolios containing 79 stereo- 
grams and 8 diagnostic cards. Troy, N. Y.: The South- 
worth Co. 1913. Sold only by subscription. 

This is a truly magnificent work, the work of a conscientious, 
thorough, painstaking scholar. Volume I, the textbook, after 
having detailed the methods of examining the fundus, describes 
the appearance of the normal.fundus and then the pathological 
conditions, which, of course, take up by far the largest part of 
it. In this volume particular attention is paid to histological con- 
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ditions producing the numerous alterations from the normal ap- 
pearance of the fundus due to different diseases. The illus- 
trations are mostly very good and to the point. The text is clear 
and the descriptions are excellent. 

In spite of the high praise which we can honestly bestow on 
this volume, we think that the best part of this publication is 
contained in the second and third volumes. These contain 79 
stereoscopic colored illustrations of diseases of the fundus which, 
especially when viewed through the “Cliniscope,” which gives 
them the natural deep concave appearance, are true to nature and 
in their selection very instructive. It is plain that with the author 
the production of the splendid pictures was a labor of love by 
which he has set up for himself a lasting monument. 

Oculists as well as general practitioners should possess this 
work. To the teacher in Ophthalmology it is sure to prove in- 


valuable. ALT. 
NOTICE. 
MASSACHUSETTS CHARITABLE EYE AND EAR 
INFIRMARY. 


233 Charles Street, Boston, Mass. 
Appointment of House Officer. 


Examinations for the appointment on July 1, 1914, of one 
Ophthalmic House Officer will be held at this hospital, on Thurs- 
day, June 18, 1914, at 10 a.m. | 

The service is of eighteen months’ duration, with residence in 
the hospital. 

Applicants are examined in Anatomy, Physiology, Bacteri- 
ology, Pathology, Clinical Medicine and Therapeutics, and Sur- 
gery. 

Application must be made before June 10, 1914. Application 
blanks can be obtained from the Superintendent at the hospital 
or will be sent by mail. 

The number of patients treated in the wards last year was 
3,652; 1,756 eye, 1,896 ear. The number of new out-patients 
was 30,012. The total out-patient attendance was 58,062. By 
these figures some idea can be obtained of the clinical oppor- 
tunities offered. 

FARRAR Coss, M.D., Superintendent, 
233 Charles Street, Boston, Mass. 
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